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Certification of Poliomyelitis Eradication — 
Western Pacific Region, October 2000 


On October 29, 2000, the Regional Commission for the Certification of Poliomyelitis 
Eradication certified that the Western Pacific Region (WPR) of the World Health Organi 
zation (WHO) is free of indigenous wild poliovirus transmission. The last known case of 
indigenous poliovirus transmission occurred in Cambodia in March 1997 in a 15-month-old 
girl. WPR is the second of the six WHO regions to be certified as poliomyelitis-free; the first 
was the Region of the Americas in 1994 (7). WPR comprises 37 countries and territo 
ries* (Figure 1) with an estimated 1.6 billion persons (27% of the world’s population) (2). 

The commission completed a 5-year review of programmatic data compiled by 
national certification committees to ensure that the absence of reported wild poliovirus 
isolation reflected interruption of indigenous transmission. The prerequisite for regional 
certification is the absence of indigenous wild poliovirus isolation for at least 3 years (3). 
Other criteria used to certify that countries and regions are polio-free include 1) high 
vaccination coverage rates in all countries and within all areas of a country; 2) sensitive 
surveillance for detecting all cases of acute flaccid paralysis (AFP) meeting standard 
performance indicators (e.g., the processing of all stool samples from AFP case-patients 
in WHO-accredited laboratories); 3) a plan of action to respond to imported cases of polio 
and poliovirus; and 4) political commitment by national governments to maintain polio 
eradication activities at current levels of intensity until at least 2005 

WPR is the first region to include the biocontainment of wild polioviruses in laborato 
ries as part of the certification process. In its initial phase, this process entails conducting 
inventories of all stocks of wild poliovirus infectious materials and potentially infectious 
materials. Completion of this phase in WPR is expected in December 2001. 

In 1988, the Global Poliomyelitis Eradication Initiative was established by the World 
Health Assembly and was coordinated by WHO, the United Nations Children’s Func 
(UNICEF), Rotary International, and CDC; it is the largest public health effort for disease 
eradication. National governments, private foundations, nongovernmental organizations, 


*American Samoa, Australia, Brunei Darussalam, Cambodia, China, Cook Islands, Fiji, French 
Polynesia, Guam, Hong Kong/China, Japan, Kiribati, Republic of Korea, Lao People’s 
Democratic Republic, Macao/China, Malaysia, Marshall Islands, Micronesia, Federated States 
of Mongolia, Nauru, New Caledonia, New Zealand, Niue, Northern Mariana Islands, Palau, 
Papua New Guinea, Philippines, Pitcairn Islands, Samoa, Singapore, Solomon Islands, 
Tokelau, Tonga, Tuvalu, Vanuatu, Viet Nam, Wallis and Futuna Islands 
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FIGURE 1. Countries and territories* certified free of wild poliovirus — Western Pacific 
Region, 2000 
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* American Samoa, Australia, Brunei Darussalam, Cambodia, China, Cook Islands, Fiji, French 
Polynesia, Guam, Hong Kong/China, Japan, Kiribati, Republic of Korea, Lao People’s Demo 
cratic Republic, Macao/China, Malaysia, Marshall Islands, Micronesia, Federated States of 
Mongolia, Nauru, New Caledonia, New Zealand, Niue, Northern Mariana Islands, Palau 
Papua New Guinea, Philippines, Pitcairn Islands, Samoa, Singapore, Solomon Islands 
Tokelau, Tonga, Tuvalu, Vanuatu, Viet Nam, Wallis and Futuna Islands 


corporations, and volunteers have collaborated to achieve eradication. In the European 
Region, no new indigenous polio cases have been detected since November 1998. Twenty 
countries in the three other WHO regions (Africa, Eastern Mediterranean, and South- 
East Asia) anticipate continued poliovirus transmission; global circulation of poliovirus 
may be interrupted by 2002 (4). 

The occurrence of an imported case of polio in China in October 1999 (5) and the 
documented transmission of wild poliovirus in areas bordering WPR during 2000 (4) 
underscore that the continued circulation of poliovirus in the three WHO regions pose a 
risk for reintroduction to all polio-free countries. Polio-free countries should maintain high 
levels of polio vaccination coverage and sensitive surveillance for the prompt detection 
of any circulating poliovirus. To minimize the risk for poliovirus importation, supplemen- 
tary vaccination campaigns will be required in high-risk areas, especially those bordering 
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countries where polio is endemic. During 2000, an outbreak of vaccine-associated polio 
was documented among populations with low poliovirus vaccine coverage in the 
Dominican Republic and Haiti (6). Global certification of polio eradication will be required 
before consideration of discontinuing polio vaccination. 


Reported by: Western Pacific Regional Office, World Health Organization, Manila, Philippines. 
Vaccines and Other Biologicals Dept, World Health Organization, Geneva, Switzerland. Respi 
ratory and Enteric Viruses Br, Div of Viral and Rickettsial Diseases, National Center for Infec 
tious Diseases; Vaccine Preventable Disease Eradication Div, National Immunization Program, 
CDC 
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Progress in Development of Immunization Registries — 
United States, 2000 


Immunization registries are confidential, population-based, computerized informa- 
tion systems that attempt to collect vaccination data about all children within a geo- 
graphic area (7). Registries are an important tool to increase and sustain high vaccina 
tion coverage by consolidating vaccination records of children from multiple providers, 
generating reminder and recall vaccination notices for each child, and providing official 
vaccination forms and vaccination coverage assessments. One of the national health 
objectives for 2010 is to increase to 95% the proportion of children aged <6 years who 
participate in fully operational population-based immunization registries (objective 14.26) 
(2). To assess the status of immunization registry development, CDC analyzed self- 
reported data from 62 immunization grantees on the basis of data from the 2000 Immu 
nization Registry Annual Report (IRAR). This report summarizes the results of this analy- 
sis, which indicate that approximately half of the grantees are operating population- 
based immunization registries that target their entire catchment areas; however, ap 
proximately 75% of children aged <6 years still need to be included in an immunization 
registry to reach the national health objective. 

The 2000 IRAR was a self-administered questionnaire distributed to immunization 
program managers or immunization registry managers that requested information on 
the enrollment status of a registry’s target population and the implementation of 13 
functional standards (Table 1) considered essential for immunization registry operation 
(3). Key elements for each of the 13 standards were defined by the Immunization Regis- 
try Technical Working Group (IRTWG) and are used to measure registry development. 
The 2000 IRAR also collected data on provider participation and other electronic informa- 
tion systems that shared data with the registry. 
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TABLE 1. Number and percentage of population-based immunization registries 
that implemented key elements of the 13 functional standards — United States, 
June 2000 
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In April 2000, CDC’s 64 immunization grantees (50 states; the District of Columbia; 
Chicago, Illinois; Houston, Texas; New York, New York; Philadelphia, Pennsylvania; San 
Antonio, Texas; American Samoa; Guam; Marshall islands; Micronesia; Northern Mariana 
Islands; Puerto Rico; Republic of Palau; and the U.S. Virgin Islands) were asked to com 


plete the 2000 IRAR; 62 (97%) responded. Thirty-two (52%) of the 62 grantees (26 states 


four cities, and two territories/commonwealths) reported operating population-based 
immunization registries that targeted their entire catchment areas. Of the remaining 30 
48%) grantees, seven operated population-based registries in regions or counties as 
demonstrations or pilot projects, and 23 were planning to develop population-based 
registries 


Data from 31 of the 32 grantees operating population-based registries indicated that 
approximately 46% of the estimated 10.4 million target children aged <6 years in these 
catchment areas had received at least two doses of vaccine. The two doses typically 
included one vaccine dose in addition to the dose of hepatitis B vaccine given at birth and 
recorded in a population-based registry’s database (Figure 1). The 32 grantees also 
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FIGURE 1. Percentage of children aged <6 years with immunization history included in 
population-based immunization registries — United States, June 2000 














*Fourteen states and Puerto Rico 

Eleven states and the District of Columbia; New York, New York; Philadelphia, Pennsyl 
vania; San Antonio, Texas; and the Republic of Palau 

Twenty-four states and Chicago, Illinois; Houston, Texas; American Samoa; Guam; 
Northern Mariana Islands; and the U.S. Virgin Islands 


reported that an average of 74% of public vaccination provider sites and 44% of private 
provider sites participated in a population-based registry during the 6 months preceding 
completion of the 2000 IRAR. All 32 grantees implemented at least one key element on 
nine of the 13 functional standards (Table 1). Six (19%) of the 32 grantees reported 
implementing at least one key element in each standard. However, none had imple 
mented fully all key elements of the 13 functional standards. 

Thirty-one of the 32 grantees reported electronic linkages (sending and/or receiving 
electronic data) between immunization registries and at least one other information 
system. Of these, 28 were linked electronically to their vital records department (Figure 2). 
Reported by: Systems Development Br, Data Management Div, National Immunization Pro 
gram, CDC 
Editorial Note: The findings in this report indicate that an estimated 21% of children 
aged <6 years have their immunization histories included in a population-based 
immunization registry. Four major issues may limit registry participation and development: 
protecting the privacy of persons and the confidentiality of registry information, ensuring 
provider participation, overcoming technical and operational challenges, and determining 
resources needed to develop and maintain immunization registries (7). To protect the 
privacy of patients, providers, and other participants of these systems, CDC developed 
privacy specifications and implementation guidelines in 2000 (4 ). 

Ensuring provider participation in registries is critical to attaining complete and accu- 
rate electronic immunization records. By age 2 years, approximately 23% of children 
have seen more than one immunization provider (5). When most or all immunization 
providers in a registry’s catchment area participate in a registry, scattered records can 
be consolidated and appropriate vaccination decisions can be made based on accurate 
and complete information. Data from San Bernardino, California, indicate that in 1999, 
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FIGURE 2. Percentage of population-based immunization registries with electronic link- 
ages with other information systems — United States, June 2000 





Vital Records 
Community/Migrant Health 
Public Health Billing 

WwiIc* 
Hospitals 

MMIS' 
Managed Care Organizations 
Private Clinic Billing 
indian Health Services 
Schools 

Other Registries ; 

EPSDT’ 
Daycare Facilities 
Maternal and Child Health 


Information System 


Military Health Systems 
Newborn Screening 

Blood Lead Screening 
Newborn Hearing Assessment 


Tuberculosis Programs 





Percentage 
*Women, Infant, and Children Nutrition Program 
Medicaid Management Information System 
Early Periodic Screening, Diagnosis, and Treatment Program 


approximately 2000 children received at least one unneeded dose of vaccine because of 
incomplete immunization records (San Bernardino Department of Public Health, unpub 
lished data, 2000). A national survey in 1997 indicated that an estimated $26.5 million 
could have been saved by avoiding unneeded doses (6). 

Because registry development initially was targeted at the public sector, the propor 
tion of public vaccination provider sites participating in registries is considerably higher 
than that of private provider sites. Increasing private provider recruitment efforts will be 
critical as immunization services continue to shift to the private sector (7) 

CDC and IRTWG are finalizing criteria to measure the progress being made toward 
achieving the national health objective for 2010 (2). Progress toward reaching these 
criteria will be evaluated through annual National Immunization Program on-site visits, 
and recommendations and feedback will be provided. 

Although developing and operating immunization registries can be expensive (CDC, 
unpublished data, 2000), a fully operational population-based registry offsets many other 
costs by avoiding duplicate immunizations, limiting the cost of missed appointments 
through the use of reminder/recall notices, reducing vaccine waste, and reducing the 
staff time required to find and/or produce immunization records or certificates. Registries 
also can play an important role in assisting vaccine safety efforts and can be used for 
vaccine ordering, inventory control, and vaccine use monitoring. 
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The findings in this report are subject to at least two limitations. First, because IRAR 
2000 relied on self-reported information, some bias is expected. On-site verifications of 


these data are being conducted. Second, because only immunization grantees were 


surveyed, these data underestimate the degree of registry activity in the United States 
Survey respondents reported an additional 22 population-based registries operating in 
local communities 


Additional information on immunization registries is available from CDC's immuniza 
tion registry World-Wide Web site, http 


www.cdc.gov/nip/registry; by telephone, (800) 
799-7062; or e-mail, siisclear@cdc.gov 
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Recommended Childhood Immunization Schedule — United States, 2001 


Each year, CDC’s Advisory Committee on Immunization Practices (ACIP) reviews the 
recommended childhood immunization schedule to ensure that it remains current with 


changes in manufacturers’ vaccine formulations, revisions in recommendations for the 


use of licensed vaccines, and recommendations for newly licensed vaccines. This report 
presents the recommended childhood immunization schedule for 2001 (Figure 1) and 
documents the changes that have occurred since the January 2000 publication (4 ) 

For 2001, ACIP, the American Academy of Family Physicians, and the American Acad 
emy of Pediatrics have added pneumococcal conjugate vaccine to the schedule (2) and 


have extended the recommendation for the use of hepatitis A vaccine to include persons 
through age 18 years in selected geographic areas and in certain high-risk groups (3) 
Detailed recommendations for using vaccines are available from the manufacturers’ 
package inserts, ACIP statements on specific vaccines, and the 2000 Red Book (5). ACIP 
statements for each recommended childhood vaccine can be viewed, downloaded, and 
printed from CDC's National Immunization Program World-Wide Web site, http: 
www.cdc.gov/nip/publications/ACIP-list.htm 
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Hepatitis A Vaccination Recommendation 
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FIGURE I. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals ending January 6, 2001, with historical data 


TABLE |. Summary of provisional cases of selected notifiable diseases, 
United States, cumulative, week ending January 6, 2001 (1st Week) 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, 
weeks ending January 6, 2001, and January 8, 2000 (1st Week) 
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TABLE Il 


(Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending January 6, 2001, and January 8, 2000 (1st Week) 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending January 6, 2001, and January 8, 2000 (1st Week) 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending January 6, 2001, and January 8, 2000 (1st Week) 
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TABLE Ill. Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending January 6, 2001, 
and January 8, 2000 (1st Week) 
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TABLE Ill. (Cont'd) Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending January 6, 2001, 
and January 8, 2000 (1st Week) 
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TABLE IV. Deaths in 122 U.S. cities,* week ending 
January 6, 2001 (1st Week) 
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Childhood Immunization Schedule Continued 


4.CDC. Recommended childhood immunization schedule 
2000;49:35-8,47 
5. American Academy of Pediatrics 


United States, 2000. MMWR 


Active and passive immunization. In: Pickering LK, ed 
2000 Red book: report of the Committee on Infectious Diseases. 25th ed. Elk Grove Village, 
illinois: American Academy of Pediatrics, 2000:1-81 


Notice to Readers 


Knight Journalism Fellowships Offered at CDC 


The CDC Foundation is now accepting applications for the Knight Journalism Fellow 
ships. Six mid-career journalists will work side-by-side with scientists and researchers at 
CDC as Knight Journalism Fellows. The fellowship program lasts 4 months, beginning in 
July 2001, and includes training with CDC’s Epidemic Intelligence Service (EIS) officers. 
The fellows will explore epidemiology and biostatistics, study in depth a public health 
issue of their choice, and experience public health activities in a local health department. 
Application deadline is February 1, 2001. Additional information and an application are 
available on the CDC Foundation World-Wide Web site, http://www.cdcfoundation.org/ 
kjf.* 

*References to sites of non-CDC organizations on the World-Wide Web are provided as a 
service to MMWA't readers and do not constitute or imply endorsement of these organizations 


or their programs by CDC or the U.S. Department of Health and Human Services. CDC is not 
responsible for the content of pages found at these sites 
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